A blood-count was within normal limits (eosinophils 1%). Examination of the blister fluid did not reveal an eosinophilia. He was treated with liq. arsenicalis but showed intolerance when a dose of ni viii t.d.s. was reached. He was discharged on August 28, 1943, with the rash more or less unaltered.
He then received ultraviolet irradiation and five injections of In gr. sodium cacodylate as an out-patient.
On September 29, 1943 , he returned complaining that he had not had a night's sleep for a fortnight because of soreness of the skin, not because of irritation. His skin was blistering and peeling rapidly and there was a great deal of exudation from the lesions. He received a course of sulphapyridine without effect on the skin condition (51 g. over a period of fourteen days).
The patient's present condition shows an extensive eruption over the face, ears, neck, upper trunk, and limbs. Many of the lesions are flat crusts over an occasional gvrate erythematous base, but here and there definite flat blistering lesions can be seen. These are the places where the patient has noticed that the skin peels easily, and may be taken as a positive Nikolsky's sign.
I think the diagnosis of pemphigus foliaceus can be made with some confidence on the above history and clinical picture. Dr. W. N. Goldsmith: This case reminds me of another case which I first diagnosed as seborrhceic dermatitis. He then developed blisters, and I considered the possibility of dermatitis herpetiformis. He was later seen by Dr. Barber who diagnosed the Scenear-Usher syndrome. That case has undergone fluctuations, but on the whole has been getting worse. He, too, did not respond to sulphonamide. He responded for a time to gold.
Dr. Elizabeth Hunt: A comment might be made on the absence in this case of the distinctive odour usually noticed in pemphigus foliaceus.
Dr. Wigley: I am asked whether the patient had local sulphonamide before he had sulphonamide by mouth. That did not happen so far as I am aware.
The President: I have seen cases of dermatitis due to sulphathiazole in which sensitization has been produced by external application and the substance has then beeii given internally, with the result that a terrific dermatitis has developed. But those cases have not looked like this one shown by Dr. Wigley A. W., male, aged 71, has had a very irritating rash for about six months which first appeared after a course of myocrisin injections, given for arthritis. He has lost 2 st. in weight since the complaint started. When I first saw him four months ago, the rash consisted of circinate red, purplish and reddish-brown, slightly scaling patches of various sizes. Distribution chiefly over chest, sides of trunk and limbs.
Later on many coalesced to polycyclic figures, which became infiltrated in the axillke, groins, at the inside of the thighs and in the natal cleft. Fresh plaques appeared from time to time; others involuted, some spontaneously, some apparently as the result of X-ray treatment, the newest lesions being erythematous patches. In the last month several wartlike growths developed on the infiltrated areas of the thighs. The muco-se are free, except for a leucoplakia on the right cheek at the interdental line. Moderate inguinal and cervical adenitis. The Wassermann and Kahn reactions are negative. The blood-count was normal, except for the high percentage of monocytes which from 8%/ in Julv increased to 27% in September; eosinophils were only 1%. Biopsy (Dr. M. Loewenberg): The histological picture from a fresh lesion is indefinite; but another one from an infiltrated area shows a very massive polymorphous infiltration of the papillary and subpapillarv layers situated in a loose network of connective tissue bundles. There are lymphocytes, epithelioid cells, eosinophils, mast cells, cells with pseudopodia, and occasional giant cells with two to three nuclei. Between these cells are numerous fragments of broken-down protoplasm and nuclei. The elastic tissue, sebaceous and sweat glands are missing in the infiltrated areas. In the lower cutis the elastic fibres consist of coarse, broken fragments; sweat glands are well preserved here. The connective tissue has hardly suffered at all. In the epithelium there is acanthosis and spongiosis. In some places there is an upward immigration of cells in the epidermis and the borderline between the epidermis and cutis has disappeared.
The histological picture together with the clinical one, the colour, outline, infiltration and erratic course of the eruption, and the disappearance and reappearance of the lesions suggest the diagnosis mycosis fungoides. Also the high percentage of monocytes is frequentlv observed in this disease; figures up to 60% have been rccordcd. There is no eosinophilia here.
Dr. W. Freudenthal: One of the two biopsies would do for a lichen planus as well as for a mycosis fungoides, but the other is in favour of a mycosis fungoides, although a drug eruption cannot be excluded.
The President: One can certainly get a great amount of hyperkeratosis in gold dermatitis, but the fact that the lesions are still progressing seems against the theory et gold eruption.
Dr. Wigley: I have been able to see this case on several occasions. At first, I thought it could be a drug eruption, e.g. phenolphthalein, but there was no history to support this. It is a very long time for the gold injections, given in January, to be still producing lesions. At no time have I seen lesions which I regarded as lichen planus. I think that the histology is very suggestive of mycosis fungoides.
Dr. C. H. Whittle: What struck me is the atrophy which is noticeable in some of the lesions on the lower part of the trunk. The case is of great interest if it turns out to be mycosis fungoides with atrophy.
Dr. Kindler: At no time was there any primary lesion resembling that of lichen planus. We will watch the case and report about it further to the Section. Erythema Annulare Centrifugum (Darier).-C. H. WHITTLE, M.D.
J. H. I., aged 36, a radio electrician. Three months' eruption on the right side of the neck of red rings, irritable, spreading centrifugally, leaving normal skin in their wake.
Previous history of multiple tuberculous glands, right side of neck at age of 14, removed by excision and leaving extensive scars. There is an arabesque made up of four arcs of circles, the largest 6 cm. diameter, lines of bluish red raised papules, only in places slightly scaly, and about 6 mm. diameter. An early commencing ring on the chest 1 cm. diameter from which biopsy was taken. The friction and pressure of the collar appear to make the lesions redder and more raised.
Scales were examined for fungus. Biopsy (shown): Some increase in prickle-cell layer, some hyperlkeratosis, cedema and moderate infiltration of the corium with round cells, polymorphs, and two microabscesses in the epidermis beneath the horny layer.
Treatment.and course.-Tar and Whitfield's ointment resulted in temporary improvement only.
Mantoux reaction very strong positive to 0-1 c.c. 1: 1,000 human and bovine tuberculins with wheals 4 to 5 in. across and vesication. Some general malaise resulted and the reaction persisted for several days. Wassermann reaction negative. On the second examination for fungus after a long hunt, a single but definite length of branching mycelium was found. I cannot find any evidence of fungus infection elsewhere in the body. Sutton ("Diseases of the Skin", 1939, 10th ed., Vol. I, p. 150) mentions the association of erythema centrifugum of the Darier type in at least three cases with epidermophytosis in another part of the body: the erythema disappeared when the fungus infection was cured.
A veterinary examination of the patient's dog showed no parasitic or fungus infection.
The patient is a woman aged 35, who three and a half years ago developed an oval, red patch on the left side of the neck. It has grown a little subsequently, but has not changed in appearance during the last year or more. There has been a moderate degree of itching.
An oval, sharply marginated, pigmented area on the left side of the neck; in colour a mottled brown; slightly infiltrated; does not appear to be atrophic. The pigmentation is disposed in small striae, the background appears to be faintly red. Small lichenoid papules are to be seen in the area, the surface of which, as a whole, is slightly rough.
Dr. F. Parkes Weber: I should like to suggest the possibility of something in the nature of a "delayed" naevoid patch. It is not certain that it only started three and a half years ago.
The -President: Was there not some atrophy between the papules? Dr. Dowling: I thought not-I looked very carefully. The President: Do you think a section would settle that question? Dr. F. Parkes Weber: Not absolutely. Such naevoid patches on the skin may in microscopic structure imitate dysplastic diseases. 
